2 histological features of this case could be interpreted as representing that type of seborrhoeic wart which used to be included in the group of intra-epidermal epithelioma (Bost-Jadassohn). Because of their situation, the warts become irritated and show pseudoepitheliomatous features microscopically. I have seen two other cases of pigmented warty lesions, one in the natal cleft of a woman of 45 years and the other on the shaft of the penis of a 34 year old man which resembles this patient's condition.
There are very few cases with this title on record. In the original report Lloyd (1970) remarked that the age (22 years) of his patient, the extensive bilateral involvement, the marked hyperpigmentation, the multicentric origin of the lesion and the groin involvement made the diagnosis of Bowen's disease seem unlikely. An additional reason for doubting the diagnosis is that the melanocyte hyperplasia, which Lloyd emphasized as occurring in the Bowen's disease-like areas of the epidermis, is almost never seen in squamous cell carcinoma or its precursors. Conspicuously pigmented epithelial hyperplasias are composed of immature cells, as in seborrhoeic warts and basal cell carcinoma, and in seborrhoeic warts the melanocyte proliferation ends where maturation to form keratin cysts takes place.
The question of whether the condition is Bowen's disease or not is of great importance in advising treatment. Unless I am persuaded to the contrary, I propose to do no more than remove his lesions with a curette. Dr K D Crow: I have had a patient with similar lesions, one of which developed a nodule considered by Dr I Whimster to be early malignancy in a seborrheeic, not a virus wart. Dr G C Wells: I agree with Dr Sanderson that this was not Bowen's disease. I suggest that the diagnosis of viral warts should be considered, particularly in connexion with the illustration shown of multiple pigmented 'mulberry' lesions on the shaft of the penis. This type of wart was illustrated by Degos (1965, Dermatologie. Flammarion, Paris; p 1030). Along with condylomata acuminata, it was not unusual to see, in and around the genital area, moriform pigmented viral warts resembling seborrhoeic warts or papillomatous nevi. Dr A P Warin: I have now seen 6 patients with similar pigmented lesions that look clinically very similar to seborrhoeic warts, always occurring around the penis, suprapubic region and perianally, and in all 6 associated with typical condylomata accuminata. This rather bears out what Dr Wells has said about probable viral etiology. In 3 cases we looked for virus particles on electronmicroscopy, but were unsuccessful; they do not seem to respond as effectively to podophyllin as do condylomata accuminata.
Dr F A Ive: I am grateful to Dr Sanderson for clarifying this condition. I have a patient similarly involved with multiple black perineal papillomata. Histology showed multiple epidermal cell mitoses, but no other evidence of cellular dysplasia. At St John's Hospital, the slide was reported as compatible with the diagnosis of pigmented perineal Bowen's disease, but treatment has not been possible because of the great extent of the lesions. Dr H T Calvert: I agree with Dr Wells that the second picture was that of a mulberry type of venereal wart that may occur on the ordinary skin of the pubis and penis. The histology may be confusing but the lesions may suddenly vanish, as in one of my cases, confirming their warty nature. (mean normal 136, (mean normal 6.9, lower limit 61) lower limit 2.0) Post secretin and 142 3.01 post pancreozymin, (mean normal 249, (mean normal 13.0, 60 mm lower limit 123) lower limit 4.5)
The low normal volumes, with very low bicarbonate levels after secretin and pancreozymin, indicate a pancreatic lesion, but do not distinguish between a carcinoma and chronic pancreatitis. Histology: Three biopsies all show parakeratosis with bacterial surface colonization. There is a moderate subacute inflammatory response in the dermis. No obvious necrolysis. Progress: Three weeks' rest in bed and the application of local corticosteroids were of little benefit. Tetracycline for 2 weeks almost cleared her rash, with relapse once it was discontinued.
Comment
Becker et al. (1942) were the first to describe a widespread necrolytic rash with carcinoma of the pancreas. The carcinoma was found at autopsy to be an islet cell tumour. The patient had lost 17 lb (7.7 kg) in weight, had a sore red tongue and was diabetic; she had a normochromic anemia.
Church & Crane (1967) described a patient with a similar rash. She too had a sore red tongue, was diabetic and had a hmemoglobin of 8.0 g/ 100 ml. Histology of the skin showed two bullb, one subcorneal and the other in the upper malpighian layer. There was marked parakeratosis but no acantholysis. This patient was found at autopsy to have an islet cell tumour. Wilkinson (1971) described a very similar female patient who at laparotomy was found to have a pancreatic lesion. A secondary deposit was reported as an adenocarcinoma but review of the histology showed that it was almost certainly an islet cell tumour (Wilkinson 1973, personal communication) . Sweet (1973, personal communication) has a similar patient with a proven islet cell tumour of the pancreas.
Our patient shows clinical features very similar to those described. She has advanced syringomyelia with gross kyphosis and it is felt that it is unjustifiable to do a laparotomy. Postscript (December 1973) : It is now known that this condition is always associated with a glucagonsecreting tumour of the a-islet cells of the pancreas. The whole clinical problem will be described in full elsewhere.
The patient died on 15.12.73. Postmortem: large malignant tumour in tail of pancreas, with secondaries in liver and,para-aortic glands. Histology: islet-cell tumour. Recently the rash has been recognized as a necrolytic migratory erythema as described with pancreatic neoplasm. Skin biopsy from the eruption of the abdominal wall showed a well-formed subcorneal pustule.
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She developed intermittent glycosuria, anmmia, some diarrhoea with flatulence, and became wasted. The tongue was sore, depapillated and red. Investigations for malabsorption were negative. Hemoglobin was 12.5 g/O00 ml, WBC 5800 and ESR 42 mm in the first hour (Westergren), with normal film. Electrolytes showed reduced potassium with a normal blood sugar. Serum calcium and vitamin B12 were at the lower end of the normal range. Fecal fat excretion normal. Serum folate reduced. A/G ratio reversed. Serum lipase was raised at 136.5 iu (normal 0-70 iu), and serum amylase was also raised at 418 iu per litre (normal 70-300 iu per litre). Very recently, endoscopic investigations suggested a diagnosis of carcinoma of the ampulla of Vater, but at operation a chronic cystic pancreatitis was found, with a number of large duodenal polyps, one of which protruded from the ampulla. Biopsies of lymph nodes, jejunum and polyp showed no malignancy. Very interestingly, this patient always wore clip-on ear-rings. She said she felt naked without them. Although the lobes had never been deliberately pierced, the pressure of the clips had caused perforations of both lobesmore than 0.5 cm in diameter.
Dr A P Warin's patient has a triangular piece of her left earlobe missing, and she believes this is due to pressure from a hair-net rubber band. Does this indicate an important dermal fragility in this syndrome? Postscript (7.5.73): Dr R P Warin's patient has since died of massive intestinal hmmorrhage. Postmortem has shown a carcinoma in the tail of the pancreas, as well as the cystic pancreatitis recognized at operation. This case will be fully reported elsewhere. Widespread atrophic, scarred, discoid lesions on face (Fig 1) , trunk, arms, legs, hands and feet.
Mixed Connective Tissue Disease
Sclerodermatous changes of hands and feet (Fig 2) with ulceration of finger tips and soles of feet. Diffuse alopecia. (Fig 3) : lower 7 cm of (esophagus narrowed; upper part of cesophagus dilated, inert and aperistaltic; hiatus hernia also
Investigations

